| INTRODUCTION
Dignity is a vague, complex and multidimensional concept and of universal concern to healthcare professionals and patients (Baillie, 2009; Barclay, 2016; Jacobson, 2009; Papastavrou, Efstathiou, & Andreou, 2014; Valentine, Darby, & Bonsel, 2008) . Dignity is an aspect of patient care that is repeatedly identified as central to the way healthcare professionals interact with patients and their families. Furthermore, respect for human dignity is a core ethical principle of nursing internationally (International Council of Nurses, 2012) .
| BACKGROUND
In the United Kingdom (UK), ensuring patients receive dignified care is a professional responsibility for nurses, doctors, allied healthcare professionals and pharmacists through their individual regulatory bodies' codes of conduct (General Medical Council, 2013; General Pharmaceutical Council, 2012; Health and Care Professions Council, 2016; Nursing and Midwifery Council, 2015) and is a fundamental care standard according to the Care Quality Commission, the independent regulator for health and social care in England (Care Quality Commission, 2016) . Being treated with dignity (and respect) is a National Health Service (NHS) value enshrined in the NHS Constitution for England (Department of Health, 2015) . Yet, there have been numerous instances where it has been reported that dignity is not always promoted for patients (Francis, 2013; The Patient's Association, 2013) . Despite a plethora of recommendations (from governments, independent bodies and charities) on how to achieve dignified care (Commission on Dignity in Care for Older People, 2012; Department of Health, 2001a,b) , it remains unclear how to attain (or maintain) Ombudsman, 2011). Personal dignity is particularly vulnerable during the process of becoming old and during the deterioration of physical and mental health (Anderberg, Lepp, Berglund, & Segesten, 2007; Hall & Høy, 2012) linked with becoming dependent on others (Rasmussen & Delmar, 2014) . Older people have inconsistent experiences in areas of acute care such as emergency and urgent care services (Bridges & Nugus, 2009 ), or when having surgery (NCEPOD, 2010) . The UK NHS is experiencing ever-greater pressure on finances, waiting times, length of stay and staffing. In these circumstances, maintaining dignity is not always seen as a priority.
Nurses across the UK have reported concerns, and indeed, distress about being unable to preserve dignity for patients due to organisational and environmental constraints, staffing issues and lack of resources (Baillie, Gallagher, & Wainwright, 2008) . Internationally, studies from the UK (Baillie, 2009; Calnan et al., 2013) , other European countries (Hall & Høy, 2012; Ferri, Muzzalupo, & Di Lorenzo, 2015; Rasmussen & Delmar, 2014 ) the United States (Jacelon, 2003) , Canada (Jacobson, 2009) , Iran (Ebrahimi, Torabizadeh, Mohammadi, & Valizadeh, 2012; Torabizadeh et al., 2013) and Taiwan Lin, Tsai, & Chen, 2011) have revealed that dignity in acute hospitals is affected by patients' health and functional status, the physical environment and culture and care approaches and interactions with staff. A recent systematic review found no studies that directly evaluated interventions to improve the dignity of older people in acute care settings (Zahran et al., 2016) .
| Objectives
The aim of this qualitative study was to explore inpatient and staff views on dignity, as an initial phase of a larger 2-year mixed method study attempting to improve dignity for older people in acute hospital care. The larger study was an action research study, which also conducted structured observations of staff-patient interactions during care episodes, collected electronic patient surveys rating dignity, gave detailed feedback from interviews, observations and surveys to each participating ward, and offered wards a range of support interventions to enable them to improve dignified care.
| METHODS

| Setting and participants
The larger dignity study ran on 17 wards at a large London acute healthcare organisation across three hospital sites. Six wards were medical speciality wards, three were acute admission wards, four wards were surgical, three were older person wards (two medical and one surgical), and one was an oncology ward. We included patients who were (1) over 65 years old, (2) well enough to be interviewed and (3) having sufficient command of English to read the participant information sheet, give informed consent and participate in the interview. The participants were identified by the ward staff according to the inclusion criteria.
What this paper contribute to wider global clinical community?
• There is little existing literature which explores and contrasts healthcare professionals' and patients' perspectives on dignity in acute care. This paper fills that gap. The meaning of dignity to healthcare professionals and patients was similar.
• The experience of patients receiving and staff providing dignified care was broadly positive, in contrast to existing literature.
• Healthcare professionals reported a low level of dignityrelated training and patients were able to state where they felt the healthcare professional's deficits were.
Posters about the research were displayed in communal areas of the hospital sites inviting staff from any healthcare discipline and student nurses working on a project ward to contact the Project Manager if they wished to be interviewed. Following discussion about the project, they were given the participant information sheet.
In addition, staff interviewees were recruited using a snowballing technique.
| Data collection
The interviews were conducted at a mutually agreed time and venue. Patients were interviewed on their ward, either in a day room (that was marked private), a private office or their own single room.
Three patients were interviewed at their bedside in a bay at their own request. All staff were interviewed in a private office on hospital premises. Interviews were used to capture the experiences of patients and staff regarding dignity and dignified care. The interviews were conducted with a purposively selected sample of patients and staff from across the participating wards. After several consultations, the Steering Group agreed two interview schedules, one each for patients and staff. Similar questions were created for both interview schedules to ensure similar themes, adapting the language used for the two groups. The interview schedule (Table 1) provided a semi-structured approach to interviewing participants, with prompts and probing questions included to gather meaningful data. There were two strands in the questions: "self" and "organisation." "Self" questions were intended to capture the interviewee's experiences and perceptions of dignity and dignified care. "Organisation" questions were centred on identifying the hospital's culture and quality of provision surrounding dignified care to older people in hospital. Demographic information was obtained to provide contextual data.
Participants gave written consent, and interviews were conducted by MTG and CN except three, which were conducted by student nurses on a research internship who had training and experience in interviewing. The interviews were audio-recorded, and the participants reassured that all identifiable information would be anonymised. All interviews were transcribed verbatim and professionally transcribed. We offered to return transcripts to participants for comments and corrections. Two of the participants (staff) requested this and no correction/comments were received. We addressed all the topics in every interview and continued to recruit interviewees until apparent data saturation was reached.
| Data analysis
A pragmatic thematic analysis was used to analyse the data (Braun & Clarke, 2006) . This was done in six stages which are (1) 
| Ethical considerations
The study was approved by the Brent Research Ethics committee (reference number14/LO/1683) and the Hospital's Research & Development department. Written informed consent was obtained from all participants, and they were told that they had a right to withdraw from the study at any time without giving a reason and without affecting their care. All participants were assured of their confidentiality and anonymity. Participants giving "concerning" information such as patients reporting poor care experiences, incidents revealed during the interviews or staff participants discussing poor practices of other staff members were discussed between the lead researchers and action taken according to local hospital policy.
| RESULTS
In total, 51 interviews were conducted. Thirteen were with patients; their ages ranged from 65-91 years. There were five men and eight women. Eleven patients were white (British, Irish or other), one was black British, and one was not stated. More staff (38) than patients T A B L E 1 Interview schedule (modified slightly for patients and staff). Appropriate prompts were used to follow up on comments Three overarching themes emerged with nine subthemes (Table 2 ).
These themes are presented below. Themes 1 and 2 cover individual issues; theme 3 covers the organisational issues. Verbatim quotes are given in italics to illustrate the themes, with participant number and profession for the staff, in brackets. There was broad agreement about the dignity-related issues across the range of health care professionals interviewed and so results are not presented separately.
| The meaning of dignity
The first theme refers to the understanding of and meaning of dig- In terms of giving dignified care, staff talked about how to "care" and in some cases specified how the care or comfort should be given and/or communicated: Often dignity was more obvious where it was not observed than when it was:
Dignity is very difficult to define. Maybe it is more recognisable when it's not there. And often dignity is often asso- Patients also talked about losing control or power in terms of hospital activity, especially if they misunderstood, or felt they were lost in the "system." This aspect was not explicitly discussed by staff.
Delays in treatment or attention were seen predominately by patients as undignified: The staff also expressed dignity in terms of rights, equality and humanity. This was not expressed by patients:
Access to, basic human rights; food, water and being able to speak freely.
(Doctor: Staff 14)
Staff also felt that a facet of dignity was an obligation to maintain confidentiality and this was often commented on in tandem with privacy. Although respecting privacy was mentioned once by a patient, it was much more prevalent in the staff responses than the patients: For patients, dignity meant feeling valued as a person, this gave them the sense that they are valued as a human being and not seen as an object. Often it was the small touches that mattered:
A nice nurse comes and offers to go down and get me a Staff also placed additional emphasis on a dignified death:
It's about human beings delivering care to other human beings at a time of need and there's no more time of need than actually to ensure a dignified death. We've seen on loads of wards, there's an automatic default that you put people in pads and it's ridiculous.
And I think that a massive insult to people's dignity.
(Registered Nurse: Staff 38)
Other types of undignified care expressed by patients and staff related to poor communication, during personal care tasks, a lack of help by healthcare staff, the hospital's processes and witnessing conflict between staff.
Staff and patients had a broadly shared understanding of dignity.
Where their perception varied related to apparent power differentials between staff and patients.
| Staffing level and its impact on dignity
The second theme refers to the importance of staffing level and staff behaviour for dignified care.
| Staffing levels
Effective dignified care was felt to require sufficient staffing level to ensure patients have individual attention. There was a shared perception by both patients and staff of suboptimal nurse staffing levels and that heavy workloads during both the day and night shifts compromised patients' dignity: Patients reported that some night staff would not help them in the usual ways that would occur during a day shift:
I said I want to go to the loo . . . But they wouldn't let me, they gave me a bedpan. . . . She [staff member] said
'We won't take you to the toilet of a night'. (Patient 13)
At night, some patients felt they were a problem to staff:
I have that experience especially on the night shifts.
Most of them [at night] are very lazy, very lazy, very
unhelpful and during the day shifts, they are ok.
(Patient 14)
And this was corroborated by staff:
And I'm talking simple things like call bells. On that night, they [call bells] were taken away from patients because they were calling too much. . ..
(Registered Nurse, Staff 36)
Some of the staff were felt to be lacking in social skills and occasionally were reported to be overtly rude and unkind:
But in my opinion they are too familiar . . . at first they [the staff] call everyone 'mama' which I hated.
(Patient 14)
Staff articulated a strong connection between how they felt about observing dignified or undignified care and how they felt about themselves as a healthcare professional. With dignified care, staff repeatedly used words like "proud," "feel good," "motivating"
and "important," and with undignified care, "frustrating," "angry,"
"embarrassed," "compromised" and "demoralised": One patient recounted how she had complained about a staff member's behaviour, and this was taken seriously by the ward manager and matron and the staff member did change behaviour. But another did not feel believed when they reported poor behaviour: One patient wanted to report poor care, and felt obstructed from doing so at the time. However, was ultimately able to do so albeit anonymously:
I tried to [report it] but she wouldn't let me because she was worried I think . . . I get a paper survey through the post which I like to do. I feel that's the only way.
(Patient 5)
Staff also discussed the difficulties of tackling poor performance.
Several staff was aware of colleagues who did not always provide optimal care, but seemed at a loss to know what to do. Some dismissed in as "just the way they are" and seemed pessimistic about being able to implement changes: 
| Organisational culture and dignity
The third theme addresses the central role of organisational culture in underpinning dignified care.
| Organisational culture towards older people
Patients were mostly very positive about the care they had received. Other staff held strong views over the attitude of the organisation towards the Geriatric speciality. It appears that ageism, stereotyping and prejudices against older people still exist:
There needs to be an attitude change towards elderly care, other staff think we are not proper nurses like them and elderly care is a dumping ground.
(Registered Nurse: Staff 1)
| Effective leadership
Some staff respondents clearly identified that good leadership which prioritised relational care could make a difference to dignity:
Having a senior member of staff who is your role model and will practice dignified care is the best way for others to learn through observation. (Physiotherapist: Staff 5)
Good leadership tended to be less visible to patients than to staff. However, some patients had noticed good leadership: Where a leader was less confident to act or there was a lack of leadership, it was noted by both staff and patients:
Definitely leadership has an effect, because if it's rotten at the top, it's just the way the whole thing is going to Organisational culture is central to all aspect of dignified care provision. Staff require appropriate managerial interventions and support to deliver the level of dignified care which they would like to provide. Systematic and appropriate managerial intervention is required to support staff.
| DISCUSSION
The majority of interviewees in our study were generally in agreement about what constitutes dignified care and most were positive about their experiences of dignified care in term of respect, comfort, compassionate care and treating the person as a unique individual.
Similarly, Baillie and Gallagher (2011) found that nursing staff believed that treating people as valued individuals was the core factor that promoted dignity. Patients were very complimentary about individual staff members, and staff articulated occasions where they had "gone the extra mile" for patients. However, only one patient referred to a whole team as being great or excellent, leading to questions about how a whole culture of dignified care can be supported so patients experience consistently dignified care from all staff.
Staff and patients agreed that dignified care meant mutual respect and having self-respect. Both groups described ways of how to treat a person with dignity and emphasised maintaining privacy and confidentiality. There were also some differences between staff and patients: patients reported that undignified care involved any form of consensus on what dignity means (Barclay, 2016 Jacobson (2009) asserted that violations of dignity are more likely to occur when people are vulnerable. Violation of dignity is more common when there is power relation between people, when someone has more power, authority, knowledge, wealth or strength than the other (Jacobson, 2009 ) and results in patients experiencing shame, humiliation, feeling of powerlessness or helplessness as a result of undignified care (Barclay, 2016) . This was expressed by patients in our study on several occasions and most strongly associated with continence care. They were forced to abandon their standards of public decency esteem and status (Barclay, 2016) ; these findings echoed those of stroke patients' experiences of fundamental care (Kitson, Clare Dow, Calabrese, Locock, & Athlin, 2013).
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Dignity was also associated with individuality and control, findings that supports previous research about perceptions and experiences of dignity in England (Baillie, 2009) , Denmark (Hall & Høy, 2012) and Taiwan . Barclay (2016) (Jacobson, 2007; Nordenfelt, 2003) but that other types of dignity can be threatened or lost: social dignity, which is experienced through interactions (Jacobson, 2007) and dignity of identity, which is threatened by illness (Nordenfelt, 2003) and affected by mental and physical ability (Baillie, 2009 ).
There were many individual dignity breaches cited by both staff and patients. Some of these breaches relate to individual staff behaviours, and these findings support previous research (Baillie, 2009; Nilsson, Sk€ ar, & Soderberg, 2015; Rasmussen & Delmar, 2014; Torabizadeh et al., 2013) . Continence issues were particularly distressing and undignified for patients, echoing previous findings about the indignity associated with urinary incontinence (Baillie, 2007; Kitson et al., 2013) . Concerning in the current study was that some patients' incontinence was apparently induced by staff behaviour, supporting previous observational research (Tadd et al., 2011) . and find insufficient time to attend to relational care and talking to patients (Ball, Murrells, Rafferty, Morrow, & Griffiths, 2013) . Maben, Adams, Peccie, Murrells, and Robert (2012) reported that due to the complexity of older people's care, high demands and staff shortages, staff had to compromise the dignity of patients to ensure that they met their physical care needs quickly and safely. Staff also reported tensions between the Hospital's promise to ensure "excellence in patient care," their personal and professional aspirations for delivering good patient care and the reality of the workplace, which created ethical dilemmas and low morale among staff. A UK-wide survey of nursing staff's experiences of dignified care reported that the majority had sometimes left work feeling they had not given the dignified care they had aspired to, resulting in moral distress (Baillie et al., 2008) .
Staff attitudes and behaviour are strong themes in the wider literature. In Australia, Higgins, van der Riet, Slater, and Peek (2007) interviewed nurses in acute care settings and reported that nursing older people was viewed as an unattractive specialty, low status where a culture of ageist stereotyping existed. In their literature review of dignity in the care of older people, Gallagher, Li, Wainwright, and Rees-Jones (2008) reported lack of respect, intolerance, impatience and being patronising to patients. Liu, While, Norman, and Ye (2012) reviewed 51 international studies of health professionals', including students', attitudes to older people and older patients. The review revealed a range of neutral to positive attitudes but notably, while medical students' and doctors' attitudes have improved over time, possibly due to increased educational input, student nurses' and qualified nurses' attitudes have become more negative. Similarly, Hanson's (2014) review of five international studies of nurses' and student nurses' attitudes towards caring for older people and found mainly negative attitudes, which appeared to be linked to a lack of knowledge about ageing. Rees, King, and Schmitz (2009) found that ageism is one of the major sources of the ethical issues that arise for nurses caring for older people, suggesting that education and organisational change can alter ageist attitudes. Similar findings were earlier reported in Canada and USA (Palmore, 2004) . Jacobson (2009) describes the violation of dignity in health care as rudeness, indifference, condescension, disregard, objectification, restriction, labelling, contempt, discrimination and abjection among other staff behaviours. In our recent review (Zahran et al., 2016) , staff attitudes and behaviour were reported to have significant impact on promoting or threatening older people's dignity. Gallagher et al. (2008) suggested that nurses need support and education and adequate resources to help them understand dignity. This was echoed by participants in our study.
Another important factor in promoting dignity is effective communication and leadership (Maben et al., 2012; Zahran et al., 2016) .
If there is a shared understanding on an individual level, why is it difficult to manage in practice and what are the long-term effects of compromise for patients and staff? Patient expectations may fall and this may contribute to a loss of trust over time. For staff, the chronic acceptance of providing care that is compromised, either by them or within the processes in which they work, may lead to task orientated behaviours in order to cope (thus compounding the problem), decreased morale, staff shortages and difficulty in recruiting and retaining staff. These are all issues that the wider NHS is currently attempting to deal with.
In the UK, 81% of patients who responded to the National Inpatient Survey (patients aged 16 years and over), felt they were "always" treated with dignity and respect. This leaves almost a fifth of respondents reported that they were "sometimes" or "not" treated with dignity or respect. Over the course of 12 yearly inpatient surveys, this figure is virtually unchanged (Picker Institute Europe and Care Quality Commission, 2015). Therefore, there would seem to be many barriers to dignified care on a personal and organisational level some of which are long-standing and apparent, and some of which
may not yet be known.
| LIMITATION S
The participants were from a single metropolitan hospital, and views might be different elsewhere. It was not possible to provide translation services in this study and this precluded participants who were not fluent in English. It was not possible to interview the most unwell patients or those without the capacity to consent, thereby perhaps excluding those most vulnerable to breaches of dignity. The opinions of other ethnic groups should be explored in more depth to ensure a representative sample of patients and staff.
Almost three times as many staff were interviewed as patients.
This may limit the transferability of the findings of shared and different understanding of dignity.
| CONCLUSIONS
This study illustrates that there are similarities and difference in opinions of older patients and staff in relation to dignity and dignified care in an acute NHS healthcare organisation. Staff behaviour and organisational process have an effect on an older patient's dignity. Dignity-related training for staff should be considered to improve the delivery of dignified care. While most care is felt to achieve dignity, there is still room for improvement at an individual and organisational level.
| RELEVAN CE TO CLINICAL PRACTICE
Dignity is a complex concept. It is about how staff and patients relate to each other as people, not just what staff do to patients.
The authors and the Steering Group for the overall project discussed our interview findings and developed some recommendations for clinical practice. We recommend that the multidisciplinary team is given systematic dignity-related training with regular refreshers. For example, training on continence management training seems important and was provided in our hospital as a result of our findings. This education coupled with measures to change the cultural attitudes in an organisation towards older peoples' care should result in longterm improvements in the level of dignified care. However, it is clear that many shortfalls in dignified care are not the result of deficiencies in staff capability or attitudes, but are a result of excessive workloads. Hospital managers have an important role in workload planning to ensure that staff deliver the levels of care they aspire to.
